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Task 1: Guided scenario response – Residential Care Homes
To: Councillor Mel Allcott, Member for Adult Social Care, Worcestershire County Council
From: Anyzabel das Neves 
Date: 1 October 2026
Subject: Improving access to suitable residential care-home places
Introduction 
This report considers the availability of suitable residential care-home places for adults with complex needs in Worcestershire, with an emphasis on people living with dementia. It examines whether the current care-home market can accommodate residents with more complex needs and whether it will be able to meet these needs in the future. Worcestershire County Council's 2023 Market Sustainability Plan identified workforce pressures in the care-home sector, while previous scrutiny review highlighted a lack of high-needs dementia beds for people who did not require nursing care (Worcestershire County Council, 2023; Worcestershire County Council, 2022). Therefore, the problem is not necessarily a lack of care-home beds throughout the county, but whether there are enough suitable places for adults with complex needs. This is the focus of the report, which asks Councillor Mel Allcott, Cabinet Member for Adult Social Care, to consider the challenges surrounding the provision of suitable residential care. 

Impact on the community 
Worcestershire's 2023 Joint Strategic Needs Assessment estimated that 138,000 residents were aged 65 or over, representing almost 23% of the population, and that the proportion of older residents was expected to increase (Worcestershire Health and Wellbeing Board, 2023). Age alone does not create a need for residential care; however, a growing older population increases the importance of planning appropriate options. When suitable place is unavailable, an individual may remain in a setting that cannot meet their needs or accept a placement far from their family. Relatives may face additional travel and pressure, while delayed decisions can disrupt discharge planning. These are plausible risks, not measured outcomes established by the cited local reports. The council's scrutiny review specifically warned that some people with high dementia-related care needs could be placed in nursing homes although they did not require nursing care (Worcestershire County Council, 2022).
Legal framework
Part 1 of the act 2014 provides a framework for how the council should respond to the shortage of suitable residential care-home. The council must consider each person's wellbeing, including their dignity, relationships, and ability to make choices about daily life (Section 1). It must also work to prevent or delay care, promote a diverse, and sustainable market of good quality services (section 2 and 5). Before deciding what support to provide, the council must assess the adult’s needs and, where relevant, the needs of their carer (sections 9 and 10). If the legal conditions are met, the council has a duty to meet eligible needs and prepare a care and support plan (sections 18 and 25). This does not mean that everyone is automatically entitled to a care home place: the decision must reflect their assessed needs, preferences, and available options. The Care Act 2014 also contains rules on choosing accommodation and protecting people if a care provider fails (sections 30 and 48) (Care Act 2014).

Recommended response 
First, commission a current, district level capacity review with providers, hospital discharge teams, people who use services, and carers. Record staffed vacancies separately from licensed beds, distinguish residential dementia provision from nursing provision, and map waits, out of area placements, and rural access. The 2022 and 2023 findings establish a reason to investigate, not a reliable 2026 vacancy count. Publish the findings and use them to target commissioning rather than paying for indiscriminate expansion.
Second, use Section 5 market-shaping responsibilities to agree on long-term contracts for appropriately staffed dementia capable residential places where the review identifies gaps. Link payment and contract monitoring to personalised care, staff training, safeguarding, and Care Quality Commission standards. Work with providers on recruitment, supervision, progression, and retention; a place without enough skilled staff would not provide a usable place. Support smaller providers where viable but assess financial sustainability and have contingency arrangements for closures (Care Act 2014). 
Third, ensure each resident receives a timely strength-based assessment and a genuine choice of options: support at home, respite, extra care housing, or residential care as appropriate. Assess unpaid carers independently and provide clear information about availability, charges, and placement options. Involve advocates when the statutory criteria for independent advocacy apply. Agree with health partners how complex dementia needs will be supported, without treating residential care as a substitute for clinical nursing or hospital care (Care Act 2014). 

Conclusion 
Worcestershire should address the documented concerns about specialist capacity by verifying current gaps, commissioning suitably staffed places and preserving individual choice. The council should review waiting times, placements away from home, staffing stability and feedback from resident market pressures while keeping the Care Act's central principal view: ensuring that each person's assessed needs and wellbeing are appropriately met. 
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Task 2: Community antenatal midwife 
Origins and historical context
Community antenatal midwifery services developed from a mixture of traditional home-based midwifery, public health initiatives, and later NHS provision. The Midwives Act 1902 introduced statutory regulation in England and Wales, giving formal recognition to trained practitioners; however, regulation did not itself establish a universal antenatal service (Royal College of Midwives, 2022). From 1915, municipal and voluntary antenatal clinics expanded with government support. Their aim was to make advice and treatment available throughout pregnancy, alongside home visiting, but provision varied between areas and depended on cooperation among councils, midwives, general practitioners, and hospitals (AI-Gailani, 2020). 
This development reflected concern about maternal and infant health, but also a tension over professional authority and women's privacy. AI-Gailani (2020) describes resistance to proposals for compulsory pregnancy notification: identifying pregnancies early could help services reach people, but surveillance could undermine trust and autonomy. The arrival of the NHS in 1948 widened access to care without charge; meanwhile, GP surgeries and hospitals increasingly displaced municipal clinics as important settings for antenatal care (AI-Gailani, 2020). Today's community service, therefore, combines public health prevention with clinical monitoring and an expectation that women make informed choices.
How the service functions today 
In England, a pregnant person can usually enter antenatal care through self-referral or referral by another professional. NICE (2021) recommends that the first antenatal booking appointment with a midwife takes place by 10 weeks of pregnancy, with 10 routine appointments for someone having a first baby and seven for someone who has a previously given birth. Community midwives assess medical, obstetric and social history, discuss wellbeing and offer screening; they check blood pressure and urine during routine face-to-face appointments and monitor foetal growth later in pregnancy. They give information about nutrition, infant feeding, birth choices and mental health, and refer to obstetricians or other services when risks are identified (NICE, 2021). This is coordinated care, not promise that every assessment or ultrasound happens in community clinic. The service works better when relationships and information transfer are reliable. NICE (2010) recommends coordinated care and additional or longer appointments according to individual needs, particularly for women with complex social factors. These principles allow a midwife to notice changing circumstances, discuss sensitive issues privately and coordinate help for domestic abuse or mental-health concerns. Yet routine schedules can become a minimum checklist rather than genuinely individual care if time, interprets or experienced staff are unavailable. NHS England (2023) therefore makes safe staffing a condition for considering wider rollout of midwifery continuity and sets workforce planning ambitions through 2027/28. Continuity is desirable, but an understaffed team cannot deliver it safety simply by changing its label. 
Critical evolution 
National experience data suggest progress and limitation. In the Care Quality Commissions 2025 maternity survey, 89% of respondents said antenatal staff always spoke in a manner they understood, and 81% reported having enough time to ask questions. Up from 73% in 2021 (Care Quality Commissions, 2025). Those findings show progress but also show that a lot of people don't feel as if they had enough time. The survey had 16,755 participants and 39 % response rate; it is a survey of reported experiences, not proof that community midwifery led to better clinical outcomes. People in poorer neighbourhoods reported worse experiences of dignity when they were in antenatal care. And fewer people went to the same midwife in some places (Care Quality Commission, 2025). Association does not prove that continuity alone can solve inequality. A practical test of quality is whether someone can raise a worry, receive an understandable answer, and know who to talk to following the event. 
Significance for quality of life
Good community care can improve everyday wellbeing as well as identify pregnancy complications. Accessible local appointments reduce practical barriers; clear explanations and consent support confidence and control; opportunities to raise anxiety or family problems can connect parents with timely help (NICE, 2021). For example, a midwife who notices distress at booking can arrange further assessment and discuss support, rather than treating a normal blood-pressure reading as the whole measure of health. Screening is valuable, but it must remain a choice explained in language and format the person understands. Services should offer independent interpreters, accessible information and flexible appointments, particularly for people at risk of late access or exclusion (NICE, 2021).

Conclusion
Community antenatal midwifery has developed from uneven local services into an NHS pathway combining prevention, monitoring and personalised support. Its value lies in the early identification of needs and in providing women with information and support during pregnancy. However, staffing pressures and differences in access and experiences can affect the quality of care. Sustained benefits depend on having sufficient skilled staff, supporting informed choice and ensuring coordinated care, rather than focusing on appointments numbers alone. 
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